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The committee's desire to see EMS-C incorporated into the larger EMS system means that EMS-C funding mechanisms must largely reflect existing arrangements. The merits of those funding mechanisms and any alternatives—which include public funds drawn from general revenues and special fees, fee-for-service charges (which may or may not be covered by insurance), excise taxes or fees for 9-1-1 telephone service, subscription drives for private services, as well as reliance on volunteers as providers of prehospital services and medical control—should be assessed.
Beyond simply financing EMS and EMS-C programs lie additional costs for training and for equipment and supplies; these are a particular concern when EMS systems are trying to expand in ways that will provide high-quality EMS for children. Moreover, other activities advocated by this committee related to planning, evaluation, quality assurance and improvement, and research (data collection and analysis, in particular) are all significant programmatic efforts that can consume equally significant amounts of money. They are, however, essential for ensuring that EMS systems provide clinically sound care in an efficient and cost-effective manner. In short, meeting all these monetary needs will be a major challenge—one that the committee believes the national and state advisory councils should consider placing high on their respective agendas. They will need to do so in full recognition that aggregate outlays for health care are high and growing more rapidly than the economy as a whole and that reallocations of health-sector dollars among competing needs may be the likely near-term solution.
A CHANGING HEALTH CARE ENVIRONMENT
The health care system within which EMS-C exists faces significant questions regarding its shape and structure in the future. Although EMS-C concerns are not likely to determine the answers to these questions, EMS-C will certainly be affected in important ways by the decisions that are made. Health care reform promises to have the most far-reaching effects, but increasing pressures on hospital EDs are a more immediate concern. The committee found it neither feasible nor appropriate to address these larger issues in detail, but it was unwilling to ignore them and their possible implications for EMS-C. They are briefly explored below.
Health Care Reform
No one confronting health care policy and delivery issues today can fail to notice the intense debate about health care reform now occurring in this nation. Whatever directions reform takes, it can be expected to have an impact on EMS-C, and most experts argue for special attention to the health needs of children in whatever reforms are made. Those calls tend to focuss the private sector.he long run, "promotion of injury prevention programs will likely prove more cost effective in reducing injury morbidity and mortality than any changes in trauma care systems" (Dykes et al., 1989, p. 729).d until 1997 (P.L. 102-410) "for such sums as may be necessary for each of the fiscal years 1993 through 1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
